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TECHNICAL REPORT
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Introduction kidney size of 8 cm on the right and 10 cm on the left
side. The distal external iliac, common and superficial
Axillo-femoral bypass or other types of extra-anatomic femoral arteries were patent together with the popliteal
bypass grafting are considered alternative operations arteries on both sides according to duplex scanning.
to direct surgery for aorto-iliac occlusive disease in Transthoracic echocardiography demonstrated normal
high risk patients for major surgery. We report a case findings and the patient did not have clinical or elec-
of a patient where extra-anatomic bypass from the trocardiographic signs of coronary artery disease.
ascending aorta was performed for treatment of critical After discussing various surgical alternatives such
lower limb ischaemia, due to aneurysmal and occlusive as total aortic replacement from the previous graft,
disease of the thoracic and abdominal aorta. axillo-bifemoral bypass or ascending aorto-bifemoral
bypass together with visceral artery reconstructions,
we opted for the last one. She underwent an operation
through a median sternotomy and midline laparotomy.Technique
A 16 mm PTFE graft (Gore-Tex, U.S.A.) with externally
supported rings was sutured to the ascending aortaA 53-year old woman with hypertension was admitted
(end-to-side) after partial lateral clamping of the aorta.to our department due to bilateral critical lower limb
The graft was placed extrapericardially with an S-ischaemia with rest pain and multiple foot ulcers.
shaped laterocardiac route and entered the retro-Three years previously, she underwent an urgent oper-
peritoneal space through the diaphragm, left to theation because of descending aortic aneurysm rupture
native aorta and a new bifurcated PTFE (16×8 mm,and the proximal third of the descending aorta was
Gore-Tex, U.S.A.) was sutured to the previous graftreplaced with a dacron graft. CT angiography revealed
(end-to-end). After the graft limbs were sutured to theaneurysmal dilatation of the distal descending aorta
common femoral arteries (end-to-side), the left renal(maximum diameter of 3.5 cm) with extensive athero-
artery was dissected at the origin and renal arteryslerotic changes of the suprarenal aorta in combination
implantation with end-to-side technique was per-with infrarenal aortic and bilateral common iliac artery
formed to the body of the second aortic graft. Aocclusions. The proximal superior mesenteric artery
separate 6 mm PTFE graft was also sutured to thewas occluded and the patient had suffered symptoms
aortic graft immediately proximal to the renal im-suggestive of abdominal angina 2 years previously
plantation site and distal anatomosis of this graft wasbut was free of abdominal symptoms at the time of
sutured to the distal superior mesenteric artery in aadmittance. There was a significant stenotic ostial le-
end-to-side manner. Continuous-wave Doppler con-sion of the left renal artery. The right renal artery was
trol of the reconstruction sites showed normal findings.also affected from the atherosclerotic lesion of the
The patient had an uneventful recovery and was dis-aorta. Duplex scanning demonstrated a longitudinal
charged from the hospital after 2 weeks and post-
operative duplex scanning demonstrated patent grafts∗ Please address all correspondence to: S. Karacagil, Department of
Surgery, University Hospital, Uppsala, S-751 85, Sweden. without signs of stenoses at the distal anastomotic
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is free of symptoms with healed foot ulcers 3 years
after surgery.
Discussion
Bypass grafting from the ascending aorta to distal
aortic segment or femoral arteries is an alternative to
in situ replacement in cases with thoracic aortic graft
infections after the removal of the infected prosthesis.1,2
It has also been used for treatment of Takayasu’s
disease affecting descending and/or distal aortic and
visceral arterial segments, aortic coartation, tho-
racoabdominal aortic aneurysms, dissections and
failed infrarenal aortic reconstructions.3 As direct sur-
gical procedures on the thoracic aorta can now be
performed with improved results, the indications for
extra-anatomic bypass in many of the above mentioned
aortic problems, apart from aortic graft infections, are
questionable.
In the present case, we preferred an extra-anatomic
approach instead of direct aortic replacement because
of known complications such as paraplegia related to
the aortic replacement, the small size of the aneurysm
in the descending aorta and the previous thoracic
operation. The primary indication for surgery was
critical lower limb ischaemia and the reasons for not
performing axillo-femoral bypass grafting were the
associated severe visceral artery lesions and the age
of the patient.
In summary, extra-anatomic bypass with the as-
cending aorta as the inflow might have a place in a
selected group of patients with severe atherosclerotic
changes of the lower limb and visceral arteries. It
probably has a limited role in the primary management
of thoracoabdominal aortic aneurysms.
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